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W 000 | INITIAL COMMENTS W 000
A recertification survey was conducted from
September 24, 2008 through September 26, .
2008. The survey was initiated using the i (2 )
fundamental survey process. A random sample - Sl b
of two clients were selected from a population of - AN t
three males with various degrees of disabilities. GOVERNMENT OF THE DISTRICT 0|;CC LUMBIA
PARTMENT OF HEALT
The findings of this survey were based on HEALTR EEGULATlON ADMINISTRATION
observations at the group home, two day 825 NORTH CAPITOL ST, N.E., 2ND ALOOR
programs, interviews with the clients at both the WASHINGTON, D.C. 20002 |
group home and day prograrn, review of clinical :
and administrative records to include the facility's
unusual incident reports. ’
W 114 | 483.410(c)(4) CLIENT RECORDS W 114
Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it
' frid
This STANDARD is not met as evidenced by:
Based on abservation and record review, the
facility failed to ensure that person making entries
in the client's record dated and signed it for two of
the two cleints included in the sample. (Clients
#1 and #2)
The ﬂndmg§ include; rWii4
1. Observations of the medication administration 1. Though My Own Placé policy states that
on September 24, 2008, at 4:50 PM revealed that physician orders are to be signed at least every 9/26/08 and
Client #1 received Lactulose 30 ml. Record ninety dates, in order to promote best practices, in | ongoing
verification of the physician orders dated the future, the RN for facility as part of her
September 2008 revealed no physician's ﬂ;;)ﬂt_hl_y rchV::;S “gél ;ﬁ"uf;e t::‘t hthz ilzl;l;lagd‘:sm
- . - - 10130 -
signature. Further review of the client's physician }’nﬁmiﬁm . mg{‘ fthe Si@edgh’;sicim arders
order revealed no primary care physician will be submitted to the main office for the
signature on August and June 2008 orders. Director or Nursing’s review and filing. (see
attached nursing policy)
2. Observations of the medication administration :

pANg, |
m IR R'S $RIPROVI SUPPLIER REPRESENTATIVE'S SIGN]ATURE m W_E ' (ﬁ;w ( (X6) 3TE ?

Any deficiency statem_ent endiqg with a "'é_s risk (*) denotes a deficiency which the institution may be excused frum comrecting providing it is determined that
other :safeguards provide sufficient profectiof to the patients. (See Instructions.) Except for nursing homes, the findings stated above ate disclosable 90 days
following the date of survey whether ar'\qot glplan of correction is provided. Feor nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents 3re made available to the facility. If deficiencies are cited, an approved plan of commection is requisite to continued
program participation. ) '
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on September 24, 2008 at 5:02 PM revealed that
C_lient_#z received Zantac_ 150 mg, Calcarb with 2. Although the primary care physician has
Vitamin D, Docusate Sodium, ete..... Record reviewed the medical records of the individuals in
verification of the physician orders dated the home on a monthly basis as evident from his 9/26/08 and
September 2008 revealed no physician's monthly notes, in order to promote best practices, ongoing
. : A . In the firture, the RN for the facility will ensure
signature. Further review of the cller_1t§ physician that the PCP sigas all physician orders and copics
o_rder revealed no primary care physician of the signed orders will be submitted to the main
signature on August and Junie 2008 orders. office for the Director of Nursing review. (see
W20 | 483.410(d)(3) SERVICES PROVIDED WITH W 120| | attached monthly physician notes for resident#].)
QUTSIDE SQURCES
The facility must assure that outside services
meet thé needs of each client.
This STANDARD is not met as evidenced by:
Based an ohservation, interview and record
review, the facility failed to ensure that outside
services met the needs of two of the two clients
included in the sample. (Clients #1 and #2) #*
The findings include:
1. On September 24, 2008 at 5:25 PM, Client #1
was observed eating dinner using a built up
handle tablespoon. Interview with the day w120
program staff on September 25, 2008, at 1:00 PM
revealed that the client uses a regular plastic On September 25, 2008 the QMRP took
teaspoon during meals. Interview with the resident#1’s built up spoon to his day program
Qualified Mental Retardation Professional atong w“;‘ﬂlisi""l"m‘“‘“g ﬂ"’fd];l“""’;ltls";f‘fymg 9/25/08 and
. . e use of the built up spoon. itionally the ongoing
(QMRP), direct care staff and the Registered QMRP has been conducting weekly checks during
Nurse (RN) an September 25, 2008 at mealtime, to ensure that the spoon is being utilized
approxirnately 3:00 PM indicated that the client at the day program. In the future, the QMRP will
eats with a built up handle tablespoon to eliminate include Adaptive equipment checks as part of her
spillage. During the environmental inspection on monthly day program report. (See attached
September 26, 2008 revealed that the client had monthly day program report)
three built up handle spoons in the cutlery draw.
Record verification of the Occupational Therapy
assessment dated December 27, 2006 revealed
FORM CMS-2667(02-89) Previous Versions Obsolats Event 10: PUQG11 Facility ID: 09G127 If continuation sheet Page 2 of 21 -
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that the client should use built up spoons fo
minimize spillage during meals. Further interview
with the QMRP indicated that she would contact
and provide the day program with the appropriate
adaptive feeding equipment.
2. On September 24, 2008 at 5:25 PM, Client #2 2, Resident# 2°s elevated plate riser was taken to
was observed eating dinner using a built up the lfay Progl";ltl;l on September 26, 2008 along
tablespoon, high sided plate, cup with handles with a copy of the most recent ISP with OT 9/26/08 and
| B recommendations for adaptive equipment. ongoing
and an elevated plate riser. Observations at Additionally the QMRP has been conducting
Client #2's day program on _September_ze. 2003, weekly checks during mealtimes, to ensure that all
at 11:20 AM revealed the client was being fed his adaptive equipment is being utilized at the day
lunch. The treatment staff was using a built up program. In the future, the QMRP will include
handle spoon, scoop plate and cup with lid. Adaptive equipment checks as part of her monthly

Interview with the treatment staff indicated that dav program report.

the client should have an elevated plate riser.
Further interview with the treatment staff revealed
that the client was sitting at a high table until the
residential provider provided the elevated tray.
According to the treatment staff, he informed the.
Program Director approximately two weeks ago.
Review of the client's record revealed no
evidence of such communication.

Review of the Client #2's feeding protocol dated
June 18, 2006 on September 26, 2008 at 12:00
PM revealed the following adaptive feeding
equipment: built up handle spoon, scoop plate,
elevated tray and cup with lid. Record verification
of the Occupational Therapy assessment dated
December 5, 2006 revealed that the client should
use the following adaptive feeding equipment:
built up handle spoon, scoap plate and cup with
handle during meals. Interview with QMRP on
September 26, 2008 at 3:00 PM revealed that she
would contact and provide the day program with
the appropriate adaptive feeding equipment.

W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W24
RIGHTS
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Continued From page 3

The facility must ensure the rights of all clients.
Therefare the facility must inform each client,
parent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not mat as evidenced by:

Based on interview and record review, the facility |

failed to ensure the rights of each ciient and/or
their legal guardian to be informed of the client's
medical condition, developmental and behavioral
status, attendant risks of treatment, and the right
to refuse treatment, for two of the two clients
included in the sample. (Clients #1 and #2)

The findings include:

1. The facility failed to provide evidence that
informed consent was obtained from Client #1
and/or her legal guardian for sedations given
during medical appointments.

Review of Client #1's records on September 25,
2008, at approximately 2:47 PM revealed a
written physician order dated December 10, 2007
that documented the client received Ativan 2 mg
one hour before her ENT appointment. It should
be noted that interview with the Registered Nurse
(RN) on September 25, 2008 revealed the
medications were administered to address
behaviors during medical appointments and
further verified that the sedations were
administered.

Interview with the Qualified Mental Retardation

W 124

Wi24
1

policy)

As of 10/2/08 M.O.P has revised its policy to 10/2/08 and
ensure that all procedures requiring sedation are ongoing
preceded by consent from the individual’s legal
guardian. In the fiture, M.O.P will ensure that
consents are received prior medical appointments
and that the consents are maintained in the
individual’s medical record. (See attached revised
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Professional (QMRP) on September 25, 2008 at
approximately 2:00 PM revealed that Client #1 did
not have the capacity to give informed consent for
the use of medications and habilitation services.
The QMRP's statement was verified on
September 25, 2008 at 3:20 PM through review of
Cilient #1's psychological assessment dated
December 6, 2007 According to the
assessment, Client #1 "does not evidence the
capacity to make decisions on her behalf in
treatment/habilitation, on going medical care,
residential placement, and financial matters."
Additionally, the QMRP revealed that Client #1 did
not have a legal guardian but did have involved
famnily members. At the time of the survey,
however, the facility failed to provide evidence
that informed consent was obtained from the
client and/or legally authorized representative for
the use of the aforementioned sedations.

2. The facility failed to provide evidence that
revealed Client #2's legal guardian had been
informed of recommended sedations prior to
administering them.

Review of Client #2's medical record on 2
September 25, 2008 at approximately 4:00 PM M.O.P has revised its poli '
d ' A . .O. sed its policy to ensure that all 10/2/08 and

revealed the following written physician's orders: guardians are notified in writing of procedures ongoing
requiring sedation. Additionally, M.O.P has

March 5, 2008 - Ativan 2 mg by mouth one hour developed a consent form that provides the

prior to dental evaluation. Review of the guardian with information about the procedure,

corresponding Medication Administration Record medication used for sedation as well as any

(MAR}) for March 2008 verified the sedation was possible sido cffects. In the future, M.OP will

' administered on March 17, 2008 et consents arc received prior medical
' - appointments and that the consents are maintained

in the individual’s medical record. (see attached

January 7, 2008 - Chloral Hydrate 500 mg by informed consent form)

mouth prior to medical appointment. Review of
corresponding MAR for January and February
2008 revealed the sedation was administered on
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February 6, 2008.

December 10, 2007 - Ativan 2 mg by mouth prior
to dental appointment. Review of corresponding
MAR for January 2008 revealed the sedation was
administered on January 22, 2008.

Interview with the Qualified Mental Retardation
Professional (QMRP) on September 26, 2008 at
approximately 11:30 AM revealed Client #2 was
not capable of giving informed consent for the
use of medications and habilitation services. The
QMRP's statement was verified on September
26, 2008 at 12:00 PM through review of Client
#2's Psychological Assessment dated September
23, 2007. According to the assessment, Client #1
was "not able to make independent decisions
conceming his treatment plan, financial affairs,
living arrangements, or day placement.”

The QMRP revealed the client did not have a
legal guardian to assist him in decision making.
The QMRP further revealed that Client #1 had an
involved family member (sister). At the time of
the survey, however, the facility failed to provide
evidence that informed consent was obtained
from the glient and/or legally authorized
representative for the use of the afarementioned
sedations.

Interview with the facility's RN and continued -
review of the client's record on September 26,
2008 confirmed the client received the sedation
for non-compliance with the aforementioned
medical appaintments.

W 140 | 483.420(b)(1)(i) CLIENT FINANCES W 140

The facility must establish and maintain a system
that assures a full and complete accounting of
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clients' personal funds entrusted to the facility on
behalf of clients.
This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure a system had been
implemented to maintain a complete accounting
of clients personal funds for one of the three W 140
clients in the sample. (Client #1)
: L
‘The finding includes: M.O.P policy states that resident accounts are to be
" reconciled on a monthly basis. However due to the
Review of Client #1's financial record was %?ﬁﬁ%ﬁ‘ﬁ?ﬂ&? rvey, wo werc unsble | 11/15/08 and
conducted on September 26, 2008 at 1:00 PM. to obtain information about the missing receipis | ODE0INg
The bank statements were reviewed from for the resident#1, during the month of July. In the
December 2007 through July 2008 and revealed future however all resident funds will be _
the following withdrawals: ’ thoroughly and completely reconciled prior to the
release of any additional monies and the financial
; i ited on Quarterly basis by th
- July 14, 2008 in the amount of $118.17. There g;:gf :;g;: :Fg;t: QS:n%ﬂgr:,iyew?S&cZ )
were receipts totaling 45.14; attached financial policy)
- July 18, 2008 in the amount of $25.00; and
- July 21, 2008 in the amount of $34.00.
At the time of the survey, the facility failed to
ensure a complete accounting of Client #1's
personal funds by proving evidence that justified
the aforementioned withdrawal.
W 159 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL
Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.
This STANDARD is not met as evidenced by:
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Based on interview and record review, the facility \Ims9
f?-':)ec:atrc:‘ ?3: : I;ztteh a,;?:; hcco[;ergf: a?:gvaengeatment On 10/15/08 the QMRP provided all day programs | 10/15/08 and
progr g o . with current dietary orders for each individual in ongoing
monitored by the Qualified Mental Retardation the home. In the future, the QMRP will ensure that
Professional (QMRP). each program has current orders during the
monthly day program monitoring process.
The findings include: X
. On 10/15/08 the QMRP has ensured that each
1. The Q.MRP f.a"ed to ensgre that day p rogrgm individual’s IPP 3:13 revised to ensure informal
was provided with current dietary order. [See training of activities of daily living including 10/15/08 and
W120) . personal hygiene care. (Sec attached personal care | ongoing
sheet.) In the future, the QMRP will monitor these
2. The facility failed to ensure each client's activities of daily living weckly and detail progress
individual program plan (IPP) included training in in monthly notes.
activities of daily living skills in both formal and 3
informal setting. [See W242] The QMRP has reviewed all [PP goals in the most
recent ISP’s for the individuals in the home to t
3. The QMRP failed to ensure that clients ensure that the individuals are being appropriately | 10/19/08 and
received continuous active treatment to support supported in achieving the IPP goals. On 10/19/08 | ongoing
achievement of IPP objectives identified by the the QMRP has re-trained the staff in the home on
h M the appropriate implementatiorr and documentation
interdisciplinary team. [See W249] | of the goals identified by the interdisciplinary
team. (See attached sign-in sheet and agenda)
4. The QMRP failed to review and revise the IPP In the future, the QMRP will complete weekly
once the client had successfully cornpleted an systematic monitoring staff’s implementation of
objective identified in the IPP, [See W255) 'Ii’},’ eﬂfihf ;lgg;;:;gfggﬁ;seupw?nwmz
W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM W194] | & comes. The OMRP will eive foodback om her
) observations and any staff training conducted
Staff must be able to demonstrate the skills and during her quarterly reviews.
techniques necessary to implement the individual
i 4,
?ergg(r;r; g?:ns for each client for whom they are The QMRP will eviseall PP goas by 11/20/08 15
this is the ISP renewal date for the individuals in 11/20/08 and|
the home, to reflect achievements and progress. In ongoing
the future, the QMRP will monitor all (PP goals
This STANDARD is not met as evidenced by: and make revisions as goals have been achieved or
Based on observation, interview and the record deemed unattainable. Additionally, the QMRP
review, the facility staff failed to demonstrate will reflect the progress of these goals in her
competency in the implementation of each clients quarterly report,
individual progran plan, for one of the two clients
included in the sample. (Client #1)
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The finding includes:
On September 24, 2008 at 4:10 PM, Client #1 .
arrived home from day program in a wheelchair. W 194
At 4:15 PM, a direct care staff was observed 1.
removing the client's shoes. At 4:18 PM, the Resident#1 has expressed discomfort when
client was observed walking to his bedroom ' ambulating with shocs around the house. Asa | 107408 and
using @ roller walker. The clients fest wero e e s |
observed in a horizontal position. Interview with without his shoes in the home. (See attached PT
the direct care staff indicated that once the client teport)
came home from day program he utilized his In the fitture however, the QMRP will ensure, staff
roller waiker around the house. - appropriately implement all programs by
conducting weekly systematic monitoring and
Review of Client #1' s record on September 25, O e aoropeiate ammon 5
2008 at approximately 3:00 PM revealed a being given to the individual to achieve maximum
Physical Therapy (PT) assessment dated outcomes. In cases where there is concern ahout
December 12, 2007. According to the the implementation of the recommendations, the
assessment, the consultant recommended that EMRP will nO?élt;ym ﬂ;; %mfesstional ﬂ;att :eveloped
the client should wear shoes during "ALL" € program witin /s ours to requ
ambulation. Further interview with the direct care reevaluation or modification & deemed necessary.
 staff indicated that the client usually refused to
walk in his shoes. Interview with the ‘Qualified
Mental Retardation Professional (QMRP) on
Septernber 25, 2008 verified the information
documented by the consultant and indicated that
the client should wear shoes during all
ambulation. At the time of the survey, the facility
failed to ensure staff kept shoes on Client #1
during ambulation as recommended by the PT.
W 242 | 483.440(c)(8)(ii)) INDIVIDUAL PROGRAM PLAN W 242
The individual program plan must include, for
those clients who lack them, training in personal
skills essential for privacy and independence
(including, but not limited to, toilet training,
personal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstrated
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PM, Client #2 completed his dinner. The client
propelled his wheelchair to the living room where
he watched television until 6:45 PM, Review of
Client #2's medical record revealed a dental
consultation dated March 17, 2008 and October
12, 2006. The consultation indicated that the
client had periodontitis disease, heavy plaque and
caleulus deposits. The dentist recommended that

| recommendations are immediately followed-up on
and implemented to promote optimum health.
(See attached Hygiene Maintenance Chart)
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W 242 | Continued From page 9 W 242
that the client is developmentally incapable of
acquiring them.
This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure each client's
individual program plan (IPP) included training in
activities of daily living skills in both formal and
informal setting for two of the two clients in the
sample. (Clients #1 and #2)
The findings include:
| . : w242
1. On September 24, 2008, at 4:20 PM, a direct L
care staff was observed preparing dinner. At 5:35 On 10/19/08 the QMRP has implemented a meal
PM, the direct care staff was observed putting the preparation program for individual #1 as well as
dishes in the dishwasher after the dinner. Client #2 based on their level of independence. 10/19/08 and
#1 was observed going to the living room area Ad‘g“gt‘;;“z;i‘;‘." Qﬂ;ﬂ;ﬁéﬁg&f‘:ﬂd ongomng
and having a seat on the sofa. Interview with the gzzu;mmon :,‘}g;ese ,,g; programs. In the
direct care staff indicated that Client #1 does not future, the QMRP will continue to assess
participate in meal preparations or clean up. individual’s strength by completing ABS-RC2
Review of the client's Nutritional assessment assessments annually, and accordingly develop
dated December 18, 2007 on September 25, activities and programs that promote independence
2008 at 3:30 PM revealed a recommendation for and positive outcomes for each resident.
the client to participate in meal preparation. On 10/19/08 the QMRP has implemented a
Further review of the client's IPP dated December | - hygiene monitoring program to promote optimal
18, 2007 failed to identify @ meal preparation oral health for all individuals in the home. The
program. QMRP has trained staff on the implementation and
- documentation of the program and will 1'nf)nit1c:11'th L0/19/08 and
i i tion on a weekly basis. e
2. Observations on September 24, 2008 at 5:45 o s CiD will onsure that al specilist | ongoing
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the client brush his teeth three times per day
(after each meal). There was no evidencs that
the direct care staff encouraged the client to
brush his teeth. - .
Review of the IPP dated November 18, 2007
failed to identified a toothbrushing program.
w 249 483.440(d){1) PROGRAM IMPLEMENTATION W 249

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to provide continuous
active treatment for one of the two clients
included in the sample. (Client #1)

The finding incudes:

During the medication administration on
September 24, 2008 at 5:02 PM, Client #1 was
observed punching medication from the bubble
pack into a medication cup with physical
assistance from the Trained Medication
Employee (TME). The TME put the medication
cup on the table. The client was observed picking
up the medication cup and water and drinking
independently. Interview with the TME indicated
that the client participates well in the self
medication program.

W 249

On 10/17/08 the RN along with the input of direct
care staff and the QMREP, has completed all self
medication assessments for the individual’s
residing in the facility. The results of the
assessment will be discussed and integrated in to

attached assessments) In the firture the RN will
evaluate the individual’s strengths Quarterly in
effort maximize participation dyring the delivery
of their medications. -

the upcoming ISP’s on November 20, 2008, (See -

11/23/08 and
ongoing
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Identified in the individual program plan.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
Qualified Mental Retardation Professional
(QMRP) failed to review and revise the Individual
Program Plan (IPP) once the client had
successfully completed an objective identified in
the IPP for one of the three clients in the sample.
(Client #1)

The finding includes:

Review of Client #1's IPP dated December 18,
2007 on September 25, 2008 at approximately
3:00 PM revealed a program objective which
stated, "With staff assistance, [the client] will exit
the home in less than three minutes during a fire
drill for four consecutive sessions”. Review of the
QMRP quarterly review dated July 10, 2008
revealed that the client met the established

November 20, 2008. In the future the QMI_(P will
ensure that all program outcomes are monitored
monthly to and updated or revised base-d on
achievement of goals to prométed maximum
independence.
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Review of the Client #1's Individual Program Plan
{IPP) dated December 18, 2007 revealed a
program objective which stated, "With staff .
assistance, [the client] will review his list of
medications and their purpose, weekly." There
was no evidence that the client listed his
medications during the medication pass
- observation.
W 255 | 483.440(f)(1)(i)) PROGRAM MONITORING & W 255
CHANGE W255
Based on information gathered from the pmgrt:?
The individual program plan must be reviewed at data sheets for remden‘t:; 12;1; l;:;;?;ﬁ'?:ﬁss a
least by the qualified mental retardation of exiting the home With i _ 5508 e r
- . . . than three minutes during a fire drill for
professional and revised as necessary, including, consecutive sessions. However the IDT team
but not limited to situations in which the client has decided to continue this goal for maintenance tobe | 11/20/08 and
successfully completed an objective or objectives reevaluated during the upcoming ISP meetingon | ongoing
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. criteria for the period of April 2008 through June
2008. Further review of the data sheets indicated
that the client met the established criteria since
May 2008.

There was no evidence that the QMRP revised
. the program.
W 263 | 483.440(f)(3)(i)) PROGRAM MONITQRING & W 263
- CHANGE

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a
minor) or legal guardian.

W 263
. As of 10/2/08 MLO.P has rcvised_ its policy to
This STANDARD is not met as evidenced by: ensure that all procedures requiring sedation ate . | 10/2/08 and
Based on interview and record review, the P““‘."’dbh{t";“sﬁ‘j“t f’ﬁg’;“&"&r“"‘” siegal | ongoing
ey . . ! . . guardian. e future, . ensure that
facility's specuall){-cpnshtuted committee failed to consents are received prior medical appointments
ensure that restrictive programs were used only and that the consents are mamtdined in the
after written consents had been obtained, for two individual’s medical record. (See attached revised
of the three clients included in the sample. policy)

(Clients #1 and #2)

The finding includes:

The facility failed to ensure written informed
consent was obtained from Clients #1and #3's
legal guardian prior to administering sedations.
{Cross-refer to W124]

W 325 482.460(a)(3)(ji) PHYSICIAN SERVICES W 325

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as determined necessary by the
physician.
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The facility must provide clients with nursing
services in accordance with their needs,

This STANDARD s not met as evidenced by:
Based on interviews and record review, the facility
failed to ensure that each client received nursing
services in accordance with their needs for one of
two clients included in the sample, (Client #1)

The findings include:

1. The facility's nursing staff failed to provide
routine labaratory testing as determined

MYOWNPLACE  ~ WASHINGTON, DC 20018
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W 325 | Continued From page 13 W325 -~y
This STANDARD is not met as evidenced by: It is M.O.P policy that medical reviews be
Based on observation, interview, and record :hoar;d;fted on amf:inﬂ_lly basis in z}n effort to egsu:e
review, the facility failed to provide routine recommendations are implemented an 10/24/08 and
’ ; . followed-up on in a timely fashion. The RN did ongoin
Iabor_ayory testing as deter.m meq necessgry by the schedule the chest x-ray for resident # 1 to be ¢
physician for one of two clients included in the completed on October 24, 2008. In the fature, the
sample. (Client #1) RN will ensure timely follow-up of all
recommendations and the status of these
The finding includes: recommendations will be reflected in both the RN
and QMRP notes.
Review of Client #1's current physician order an-
September 25, 2008 at approximately 2:00 PM
revealed an order for the client to receive a chest
x-ray every three years. Further review of the
record revealed a chest-ray was completed on
August 23, 2003. Interview with the Registered
Nurse (RN) on September 26, 2008 at 11:00 AM
indicated that the Director of Nursing may have a
copy of the X-ray results.
Further record review and interview with the a2
facility's RN on the same day at 1:55 PM, it was
acknowledged that Client # 1's X-rays were not
obtained as recommended by the physician.
W 331 483.460(c) NURSING SERVICES W 331
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W 331 | Continued From page 14 L W 331
necessary by the physician for Client #1. [See
W325]
2. The facility's nursing staff failed to ensure that W33l .
nursing assessments included direct physical L
- examination. [See W334] Resident #1 received routine lab work on 4/26/08,
i 7/19/08, and 9/6/08 (see attached lab results) In 9/26/08 and
3. The facility's nursing staff failed to ensure that the future, the facility will continue to ensure that | ongoing
each client's health status was reviewed by a routine lab work is completed for each individual
. in a timely manner as determined necessary by the
registered m{rse staff on @ quarterly or more physician and appropriately filed in the individual
frequent basis. [See W336] medical record.
W 334 | 483.460(c)(3)(i)) NURSING SERVICES W 334

2

Nursing services must include, for those clients As part of the future nursing monthly evaluation,

: - - physical assessment will be completed and results
cer?lﬁed as n.Ot needing a med “,:al care plant.) a documented on the monthly report. In the future 9/26/08 and
review of th_elr health_ sta_tus which must be by a M.O.P complete a more thorough nursing monthly | ongoing
direct physical examination. evaluations that encompass full system screenings.’
3.
] M.O.P policy and procedures stipulates that
This STANDARD is not met as evidenced by: Dasis sy A to be conducted on a monthly
. . iew. th asis which is more frequently than quarterly. (In
Bag.gd on staff interview and reqord review, the the future the facility will promote best practices
facility failed to ensure that nursing assessments by ensuring that the RN conducts systematic
included direct physical examination for two of the monthly reviews of each individual’s health status.
two clients included in the sample. (Clients #1
and #2)

The findings include:

1. Review of Client #1 medical record on
September 26, 2008 at 3:00 PM revealed a ! W334 9/26/08 and
nursing assessment dated December 19, 2007 ' 1. As part of the nursing monthly evaluation 2 full | ongoing.

1

and monthly nursing progress notes for 2008. system check will now be conducted. In the future
The monthly nursing progress notes included lab ; MO.P will complete ‘h"“’“glhu““rstmfl"s"c‘;zgm .
results, medical appointment, and blood pressure evaluations that encompass full syste 8.

readings.. The monthly nursing progress notes
failed to provide evidence that quarterly nursing
assessments included direct physical
examination and checks of all the body systems.
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Nursing services must include, for those clients
certified as not needing a medical care plan, a
review of their health status which must be on a
quarterly or more frequent basis depending on
client need.

This STANDARD is not met as evidenced by:
Based on interview and record review, the-facility
failed to ensure that a health status was reviewed
by the nursing staff on a quarterly or more
frequent basis for two of the two clients in the
sample. (Clients #1 and #2)

The findings include:

1. Review of Client #2's medical record on
September 26, 2008 at approximately 3:00 PM

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
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W 334 | Continued From page 15 W 334

Interview with the facility's Registered Nurse (RN)

indicated that quarterly physical examinations

were not required according to the Director of

Nursing.

7 i ; 2. M.O.P policy and procedures stipulates that

2. Review of Client #2 medical record on nursing rel‘)r(i)ewz are tg be conductcg on a monthly

Sept_ember 26, 2008 at 3:00 PM revealed a basis which is more frequently than quarterly. AS

nursing assessment dated December 19, 2007 part of the firture nursing monthly evaluation a full | 9/26/08 and

- and monthly nursing progress notes for 2008. system check will be conducted. In the future ongoing.

The monthly nursing progress notes included lab M.O.P will complete thorough nursing monthly

results, medical appointment, and blood pressure evaluations that encompass full system screenings.

readings. The monthly nursing progress notes’. -

failed to provide evidence that quarterly nursing

assessments included direct physical

examination and checks of all the body systems.

Interview with the facility's Registered Nurse (RN)

indicated that quarterly physical examinations

were not required according to the Director of

Nursing.
W 336 | 483.460(c)(3)(iil) NURSING SERVICES W 336 #
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W 336 | Continued From page 16 W 336
revealed an annual nursing assessment dated
December 19, 2008. Further review of the
client's record revealed that there were no w336
quarterly assessments in the record aﬂel: the date M.O.P policy and procedures stipulates that
annual assessment. Further interview with the nursing reviews arc to be conducted on a monthly | 9/2¢/08 d
Licensed Practical Nurse confirmed that the basis which is more frequently than quarterly. In | o, o omga“
quarterly assessment had not been completed. the fisture the M.O.P RN will completed a more
. thorough nursing monthly evaluation to encompass
- | 2. Review of Client #2's medical record on full system checks.
September 26, 2008 at approximately 12;00 PM
revealed an annual nursing assessment dated
January 22, 2008. Further review of the ¢lient's
record revealed that there were no quarterly
assessments in the record after the date annual
assessment. [Cross Refer to W334]
W 366 | 483.460(g)(2) COMPREHENSIVE DENTAL W 356
TREATMENT
The facility must ensure comprehensive dental
treatment services that include dental care’ A
needed for relief of pain and infections,
restoration of teeth, and maintenance of dental
health. T
I?/Iue to delay in receiving authorization from
This STANDARD is not met as evidenced by: H::lv:v?r:;figf : glt\t:aesnrtev:ca:t?;ls?;di)y the cl)g/los'n/los n
Based on interview and record review, the facility dentist on 10/15/08 and it was recommended that sone
failed to ensure comprehensive treatment the individual receive dental services from a dental
services for the maintenance of dental health for ;m:w%'xﬁﬂ;“ga‘gm g"s b‘"?"m 4
" - - O) 1
one of the two clients in the sample. (Client #2) message lzgs been left for individuall?;nsistcratlz giie
C. i consent. (See Attached Den i
The findings include: In the future, M.O.P will matlf: fw::aﬂl-l;'lzttli('())l:tl:tgr;]?ve
all medical appointments completed in a timely
Review of Client #2' s records on September 25, manner to and that these efforts are appropriately
2008 at 3:30 PM revealed Client #2 was seen by mznxuﬁ?hx‘;fﬁgﬂmy notes in an
. ) VI
the dentist as documented below: optimal health services. $ Are recetying
October 12, 2006 - the dental consultant
documented that the client had heavy calculus
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Continued From page 17
deposits and needed scaling.

January 22, 2008 - appointment cancelled by the
residential provider. -

February 6, 2008 - the client refused treatment.

March 17, 2008 - the dental consultant
docurnented that the client had periodontitis, large
build up plague an calculus on all teeth. Surface
gums bleed when fouched. The dentist
recommended full mouth scaling and polishing of
all remaining teeth under deep conscious
sedation,

Interview with the Registered Nurse on
September 26, 2008 and review of Client #2's
medical record failed to provide evidence that the
recommended dental services had been
conducted.

483.460(1)(1) DRUG STORAGE AND
RECORDKEEPING

The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failed to store drugs under
proper conditions of security during
administration.

The finding includes:

The facility failed to ensure that each client's
medications were secured during administration.

During the medication administration on

W 356

W 381

W381 .

On 10/19/08 the RN retrained all TME’s on proper
medication storage and appropriate medication
delivery procedures. ( See attached agenda and
sign-in sheet) In the future the RN will closely
monitor all TME’s administering medication at
least once a month and re-train as deemed
necessary.

10/19/08
and ongoing

FORM CM35-2567(02-99) Previous Versions Obaciete

Event ID: PUQG11

Facility 1D: 09G127

If continuation sheet Page 18 of 21.
i




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/10!2008.'
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING ’
09G127 09/26/2008

NAME OF PROVIDER OR SUPPLIER

MY QWN PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
. | 4141 ANAGOSTIA AVE, NE

WASHINGTON, DC 20018

(*4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE

TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

W 381

W 383

Continued From page 18

September 24, 2008 at 5:20 PM, the trained
medication employee (TME) was observed to
leave the client's topical rnedication on the
kitchen table between Clients #2 and Client #3.
Client #1's routine medications were observed on
the countertop while the TME went to the client's
bedroom (located in the back of the house).
Clients, staff and the surveyor were in the area
when the medications were unsecured.
483.460(1)(2) DRUG STORAGE AND
RECORDKEEPING

Only authorized persons may have access to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to have only authorized persons with
access to the keys to the drug storage area.

The finding includes:

The facility nursing staff failed to ensure that only
authorized personnel had access to clients
medication.

On September 24, 2008 at 4:50 PM, the trained
medication employee (TME) Staff #8 was
observed to open a file cabinet located in the
kitchen, retrieve a key and open the medication
cabinet. .On September 25, 2008 TME staff #7
was observed to open a file cabinet located in the
kitchen, retrieve a key and open the medication
cabinet,

Interview with the QMRP and Registered Nurse
(RN) on September 26, 2008 at 11:00 AM
revealed that keeping the key in the file cabinet

W 381

W 383

w383

On 10/19/08 the procedures for access to the key
for the medication cabinet was revised.
Additionally all uptrained staff has been signed up
to receive TME certification on or before
12/15/08.

10/19/08 and
ongoing
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was the system used to ensure access and
availability for the TME's. The QMRP and RN
agreed that the key was easily accessible for
anyone entering the facility to gain unauthorized
access to clients’ medications. Review of the
personnel files on September 26, 2008 revealed
no evidence that all the direct care staff personnel
had TME certifications.

483.480(2)(1) FOOD AND NUTRITION
SERVICES

Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to provide a nourishing,
well-balance diet for three of the three clients in
the facility. (Clients #1, #2, and #3)

The finding includes:

On September 25, 2008 at 12:15 PM, Client #2
received baologna and cheese on wheat toast,
applesauce with bananas, graham crackers, iced
tea and water for lunch. On September 25, 2008
at 5:00 PM, direct care staff was observed
preparing baked fish, baked macaroni and
cheese, green beans and applesauce for dinner.
Interview with the direct care staff indicated that
substitutions were made for both meals because
the food was not available in the facility. Review
of the menu on September 26, 2008 at
approximately 2:00 PM revealed that the lunch
menu consisted of pasta salad, tuna with lettuce,
fruit cup, mild graham crackers. Further review of
the menu revealed that the dinner menu

W 383

W 460

W460
On 10/16/08 the QMRP has updated the menu
book to reflect the appropriate Substitution list and
1e-in serviced staff on the appropriate
documentation of all menu substitutions (see
attached sign-in, agenda and substitution form) In
the future, the QMRP and Home Manager will
monitor meal preparation on a weekly basis in an
effort to ensure that the meal selection is in line

. ‘with the menu and the Nutritionist will monitor

i qQuarterly.

10/16/08 and
ongoing
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consisted of turkey tacos, corn on the cob, green
beans, mandrin oranges, and a beverage.
Review of the menu revealed no substitution list.
Therefore, it could not be determined if the
substitutions made for the planned menu items
were of similar nutritional value.
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1 000! INITIAL COMMENTS I 000
A recertification survey was conducted from - b \ !
/| September 24, 2008 through September 26, Q&C’e’“} QEJ( ID\ 2110 .
2008. The survey was initiated using the full T OF COLUMBIA
survey process. A random sample of three GOVERNM%%L?;JJEN?%?:EALTH
.| residents was selected from a population of six ALTHREGULATION ADMINISTRATION
male residents with various levels of mental 8'.2‘5 NORTH CAPITOL ST.,N.E., 2ND FLODR
retardation and disabilities. WASHINGTON, D.C. 20002
The findings of the survey was based on
observations at the group home and three day
programs, interviews with residents and staff, and
the review of clinical and administrative records
including incident reports.
1189 3508.7 ADMINISTRATIVE SUPPORT 1189
Each GHMRP shall maintain records of residents
' funds received and disbursed. 1189 . —
s . . . | M.O.P policy states that resident accounts are to be
This Statu_te I f’°t met as eVIdenqed by‘ | reconciled on a monthly basis. However due to the
Based on interview and record review the fact that the home manger was in a severe accident | 11/15/08 and
GHMRP failed to maintained each resident's | at the time of the survey, we were unable to obtain | ongoing
funds received and disbursed for one of the two information about the missing receipts for the
residents in the sample. (Resident#1) resident#1, during the month of July. In the fisture
however all resident funds will be thoroughly and
EE . completely reconciled prior to the release of any
The finding includes: additional monies and the financial records will be
B . ) i audited on Quarterly basis by the QMRP as part of
Review of Client #1's financial record was her Quarterly review. (See attached financial
conducted on September 26, 2008 at 1:00 PM. policy)
The bank statements were reviewed from
December 2007 through July 2008 and revealed
the following withdrawals:
- July 14, 2008 in the amount of $118.17. There
were receipts totaling 45.14;
- July 18, 2008 in the amount of $25.00; and
- Jul 2008 i .00.
: y@d\ P—ﬂ{eﬂamount of $34.00
Health Regu isiratio
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1189 Continued From page 1 1189

At the time of the survey, the facility failed to
ensure a complete accounting of Client #1's
personal funds by proving evidence that justified “
the aforementioned withdrawal.

1206 3509.6 PERSONNEL POLICIES | 206

Each employee, prior to emplayment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
wouid allow him or her to perform the required
duties.

This Statute is not met as evidenced by:
Based on interviews and record review, the
facility failed to achieve compliance with State
regulations pertaining to health (22 DCMR
Chapter 35, Section 3509.6).

1206

On 9/26/08 the HR coordinator forgot to attach the

The finding includes: physical exam documents for consultants. Current
) . employment physicals are now in place. In the 9/26/98 and
A The State regulatory agency conducted a review future these documents will be included with the ongoing
of persannel records on September 25, 2008, at consultant files.

which time there was no evidence of current
health certificates on file for Staff #1, Primary
care physician, psychiatrist, behavior therapist,
podiatrist and the registered nurse.

1422 3521.3 HABILITATION AND TRAINING 1422

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s Individual Habilitation Plan.

Health Regulation Administration

STATE FORM 5099 PUQG1T1 ¥ continuation sheet 2 of 9




STATE FORM

6899

PUQG11

PRINTED; 10/10/2008
' FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION e IDENTIFICATION NUMBER: e COMPLETED
. | A BUILDING
B. WING
HFD03-0228 09/26/2008
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIF CODE
T, 4141 ANACOSTIA AVE, NE
MY OWN PLACE * WASHINGTON, DC 20019
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1422| Continued From page 2 1 422
This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to provide training and assistance
to residents in accordance with the their
individual Habilitation Plans for one of the fwo
residents included in the sample. (Resident #1)
The finding includes:
During the medication administration on
September 24, 2008 at 5:02 PM, Resident #1
was observed punching medication from the
bubble pack into a medication cup with physical 1422
assistance from the Trained Medication . .
: . On 10/19/08 the RN retrained all TME’s on proper
Employee (TME). The TME put the medication medication storage and appropriate medication 10/19/08 and
cup on the table. The resident was observed delivery procedures, and implementation of ongoing
picking up the medication cup and water and medication goals. Additionally, on 10/17/08 the
drinking independently. Interview with the TME RQN al°“§a‘s“th ‘hcl inprt al‘l’igl’ff“t :’la;:tf;ﬂ and the
v e B . . . MRP, comple! medi
indicated that the resident participates well in the msessments for the individual’s residing in the
self medication program. facility and subsequently devéloped appropriate
goals based on the individual’s level of
Review of the Resident #1's Individual Program independence. In the future the RN will closely
Plan (IPP) dated December 18, 2007 revealed a monitor all TME’s administering medication at
program objective which stated, "With staff least once a month and re-train as deemed
assistance, [the resident] will review his list of necessary-
medications and their purpose, weekly." There
was no evidence that the resident listed his
medications during the medication pass
observation.
| 424) 3521.5(a) HABILITATION AND TRAINING 1424
Each GHMRP shall make modifications to the
resident ' s program at least every six (6) months
or when the client:
(a) Has successfully completed an objective or
objectives identified in the Individual Habilitation
Plan;
Health Regulation Administration
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1424 | Continued From page 3 | 424
This Statute is not met as evidenced by:
Based on observations, staff interviews and
record review, the Qualified Mental Retardation
Professional (QMRP) failed to review and revise —a -
the Individual Program Plan (IPP) once the Based on information gathered from the program
resident has successfully completed an objective data sheets for resident# 1, he has met the criteria
identified in the IPP for one of the two residents in of exiting the home with stalt’f as;is;ﬁa?ce I:n less
mple. (Resi than three minutes during a fire drill for iour
the sample. ( ident #1) consecutive sessions. However the QMRP . 11/20/08 and
S . decided to continue this goal for maintenance an ongoing
The finding includes: ﬂf:;ify the completion date to twelve months
. . rather than four in order to ensure that the
Review of Resident#1's |PP dated December individual is able to meet complete this task in
18, 2007 on Septemnber 25, 2008 at times of emergencies. In the future the QMRP
approximately 3:00 PM revealed a program will ensure that all program °“:i°°mes are  based
objective which stated, "With staff assistance, momtt?ired montﬂ;lgt( m(::ls m:od:;tfo n:g t?;:asim“
[the resident] will exit the home in less than three dosendence
minutes during a fire drill for four consecutive
sessions”. Review of the QMRP quarterly review
dated July 10, 2008 revealed that the resident
met the established criteria for the period of April %
2008 through June 2008. Further review of the
data sheets indicated that the resident met the
established criteria since May 2008.
There was no evidence that the QMRP revised
the program.
1432 3521.7(c) HABILITATION AND TRAINING {432
The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:
(c) Personal hygiene (including washing, bathing,
shampooing, brushing teeth, and menstrual
care), '
This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP failed to ensure residents
Heslth Regulation Administration
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1 436

Continued From page 4

were effectively trained in toothbrushing for one
of the two residents included in the sample.
(Resident #2)

The finding includes:

Observations on September 24, 2008 at 5:45 PM,
Resident #2 completed his dinner. The resident
propelled his wheelchair to the living room where
he watched television until 6:45 PM. Review of
Resident#2's medical record revealed a dental
consultation dated March 17, 2008 and October
12, 2006. The consultation indicated that the
resident had periodontitis disease, heavy plague
and calculus deposits. The dentist
recormmended that the resident brush his teeth
three times per day (after each meal). There
was no evidence that the direct care staff
encouraged the resident to brush his teeth.

Review of the IPP dated November 18, 2007
failed to identified a toothbrushing program.

3521.7(f) HABILITATION AND TRAINING

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(f) Health care (including skills related to nutrition,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health care, and safety):

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to provide training and assistance
to residents in accordance with the resident's
Individual Habilitation Plan for one of the two
residents included.in the sample. (Residents #2

432

436

1432

On 10/19/08 the QMRP has implemented a )
hygiene monitoring program to promote optimal
oral health for all individuals in the bome. The
QMRP has trained staff on the implementatifm and
documentation of the program and will monitor
data and implementation on a weekly ba51.s. 'In the
future the QMRP will ensure that all specialist
recommendations are immediately followed-up on
and implemented to promote optimum health. o
(Sex attached Hygiene Maintenance Chart, training
sign-in shect and agenda) .

Y

10/19/08 and|
ongoing

.
Health Regu

ation Administration
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(1) Home management (including maintenance of
clothing, shopping, meal planning and
preparation, and hausekeeping);

This Statute is not met as evidenced by:

Based on iterview and record review, the GHMRP
failed to ensure IPP objectives were developed to
teach residents how to prepare meals for one of
the two residents in the sample (Resident #1)
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1436 Continued From page 5 1436

and #3) ‘

The finding includes:

During the medication administration on

September 24, 2008 at 5:02 PM, Resident #1

was observed punching medication from the

bubble pack into a medication cup with physical

assistance from the Trained Medication 1436

Employee (TME). The TME put the medication . .

cup on the table. The resident was observed On {0/ 19/&%,“‘51}}‘ r?:alﬁﬁ‘;“oam;d?goﬂf?

icki icati implementation of medi . nally,

s Bospamon e o 01 e 0 et | 0908w

M iy L . taff and the , has complete: sel on,

mdlcated_ thqt the resident participates well in the f::fﬁiaﬁon mssgm for the individual’s

self medication program. residing in the facility and subsequently developed
appropriate goals based on the individual’s level of

Review of the Resident #1's Individual Program independence. In the future the RN will closcly .

Plan (IPP) dated December 18, 2007 revealed a monitor all TME's administering mechons o

program objective which stated, "With staff necessary.

assistance, [the resident] will review his list of A

medications and their purpose, weekly." There

was no evidence that the resident listed his

medications during the medication pass

observation. ’ -

1439 3521.7(i) HABILITATION AND TRAINING 1439

Health Regulation Administration
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The finding includes:

On September 24, 2008, at 4:20 PM, a direct
care staff was observed preparing dinner. At
9:35 PM, the direct care staff was observed
putting the dishes in the dishwasher after the
dinner. Resident #1 was observed going to the
living room area and having a seat on the sofa.
Interview with the direct care staff indicated that
Resident #1 does not participate in meal
preparations or clean up. Review of the
resident’s Nutritional assessment dated 1439
December 18, 2007 on September 25, 2008 at On 10/19/08 the QMRP has implemented 2 xlllle;l
3:30 PM revealed a recommendation for the preparation program for }".d:;"d“::i:;cf W
resident to participate in meal preparation. #2 based on their eV o G 08 s
Further review of the resident's IPP. dated A::;E;‘;ﬁ“z;ings on implementation and
December 18, 2007 failed to identify a meal documentation of these new programs. Inhe
arati rogram. MRP will continue to assess
preparation prog ?;du;ﬁ;iltlh;’gsmngﬂl by completing ABS-RC2

. assess ally, and accordingly develop
e 7 HABILITATION AND TRAINING : J441 acﬁvitri:smgmlgra)!’ns that promote independence

and positive outcomes for each resident.

10/19/08 and|.
ongoing

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(k) Mobility (including ambulation, transportation,
mapping and orientation, and use of maobility
equipment);

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the GHMRP failed to ensure the
habilitation of its residents included training in the
area of mobility for one of the two residents in the
facility. (Resident #1)

The finding includes:
On September 24, 2008 at 4:10 PM, Resident #1

Health Regulation Administration
STATE FORM bl PUQG11

if continuation sheet 7 of 9.




PRINTED: 10/10/2008

. FORM APPROVED
Health Requlation Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
HFD03-0228 09/26/2008

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE )
4141 ANACQSTIA AVE, NE

MY OWN PLACE WASHINGTON, DC 20018
(64 ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1441 Continued From page 7 1441
arrived home from day program in a wheelchair.
At 4:15 PM, a direct care staff was observed
removing the resident's shoes. At 4:18 PM, the
resident was observed walking to his bedroom
using a roller walker. The resident's feet were
observed in a horizontal position. Interview with
the direct care staff indicated that ance the 1441
resident came home from day program he utilized
his roller walker around the house. Resident#1 has expressed discomfort when
ambulating with shoes around the house. As a
Review of Resident #1' s record on September | fﬁg:;';;fg?ﬁéﬁgﬁ;ﬁgﬁf&fﬁv‘ﬁﬁﬁ his
25, 2008 at approximately 3:00 PM revealed a shoes in the home. (See attached PT report)
Physical Therapy (PT) assaessment dated In the future however, the QMRP will staff
December 12, 2007. According to the app;owi_ately imkrl»leme?ts altl_ progra;nS_by g
conducting weekly systematic monitoring an
tahsjfes;?: :tt’ Swgu?:nwseﬂ:a; l.t‘ ;gg(:;:] m‘egn? :SLt.!wt training of sta_ﬂ' implementation of IPP goals anc! 10/4/98 and
", . . , ; recommendations to ensure appropriate support is ongoing
ambulation. Further interview with the direct care being given to the individual to achieve maximum
staff indicated that the resident usually refused to outcomes, In cases where there is concern about
walk in his shoes. Interview with the Qualified the implementation of the recommendations, the
Mental Retardation Professional (QMRP) on QMRP will notify the professional that developed
September 25, 2008 verified the information the program within 72 hours to request a
documented by the consultant and indicated that reevaluation or modification as deemed necessary.
the resident should wear shoes during all
ambulation. At the time of the survey, the facility
failed to ensure staff kept shoes on Resident #1
during ambulation as recommended by the PT,
1500 3523.1 RESIDENT'S RIGHTS 1600
Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws. .
This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP failed to ensure the
protections of each resident rights for two of the

Heaith Reguiation Administration
STATE FORM

PUQG11

If continuation sheet 8 of 9 ‘




PRINTED: 10/10/2008

FORM APPROVED
Health Requlation Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A. BUILDING
B. WING
HFD03-0228 09/26/2008

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4141 ANACOSTIA AVE, NE

sedation has been distributed to all members of the
HRC committee. In the future the HRC will -
ensure that all guidelines are aghered to prior to
approval any planning consisting of sedation
procedures.

MY OWN PLACE WASHINGTON, DC 20019
4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
1500| Continued From page 8 1500
two residents included in the facility. (Residents
#1 and #2)
1500
The findings include: 1. As of 10/2/08 M.O.P has revised its policy to
ensure that all procedures requiring sedation are 10/2/08 and
0 . : preceded by consent from the individual’s legal ongoing
1|'. T:'e fgflllt{hfa.”?d tol ensu;? th? rlght‘s fOfn:a%hof guardian. In the future, M.Q.P will ensure that
clien _an . or e_lr €ga 99_"‘“ ian 1o be informe: consents are received prior medical appointments
the client's medical condition, developmental and and that the consents are maintained in the
behavioral status, attendant risks of treatment, individual’s medical record. (See attached revised
and the right to refuse treatment. [See W124] policy
2. The facility's specially-constituted committee
failed to ensure that restrictive programs were
used only after written consents had been 2
obtained. [See W263] On 10/20/08 a copy of the M.O P policy which
) specifically details to procedures for obtaining 10/29/08 and
consent prior to all appointments requiring - | ongoing
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INITIAL COMMENTS

A recertification survey was conducted from
September 24, 2008 through September 26,
2008. The survey was initiated using the full
survey process. A random sample of three
residents was selected from a population of six
male residents with various levels of mental
retardation and disabilities.

The findings of the survey was based on
observations at the group home and three day

programs, interviews with residents and staff, and |

the review of clinical and administrative records
including incident reports.

4701.5 BACKGROUND CHECK REQUIREMENT

The eriminal background check shall disclose the
criminal history of the prospective employee or
contract warker for the previous seven (7) years,
in all jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:
Based on the review of records, the GHMRP
failed to ensure criminal background checks

. disclosed the criminal history of any prospective

employee or contract worker for the previous
seven (7) years, in all jurisdictions within which
the prospective employee or contract worker has
worked or resided within the seven (7) years prior
to the check.

The finding includes:
Review of the personnel files on September 25,

2008 revealed the GHMRP failed to provide
evider\cgof /cq'minal background checks for five
A N :

R 000

R 125

Y

\Zeeewme (0\94 \0"4
oL
NMENT OF THE DISTRICT OF C
GOVER DEPARTMENT OF HEALTH "
HEALTH REGULATION ADUINISTRATION
25 NORTH CAPITOL ST., NE. 2NDFL
WASHINGTON, D.C. 20002

MBIA

R125

On 9/26/08 updated background checks have been
completed for afl staff in the facility. In the fature
the Human Resources coordinator will audit afl
personnel files at least annually to ensure that all
requirements including background checks and
current health certificates are present in all
personnel files.

9/26/08 and
ongoing
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direct care staff (Staff #2, #4, #5, #6, and #7).
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